Flatulent dyspepsia is largely a ' lay' term with a wide reference to all forms of gastric disorder in which flatulence is a prominent feature, and in which there is not any discoverable organic lesion. Even medically it is commonly used with similar significance, as it is a diagnosis which meets with ready acceptance by the patient and the patient's relatives. Flatulence, or the presence of an excess of gas in the gastro-intestinal tract, may occur simultaneously in the stomach and intestine, though in the majority of cases it is confined to the stomach. Obviously it may result from: (1) An excessive production of gas of some kind from chemical changes, usually by fermentation or by putrefaction; (2) an excess of air swallowed?serophagy in some form; (3) deficient elimination or absorption.
JErophagy.?In ordinary circumstances in health a certain amount of air is swallowed: (1) With food, more with fluids than solids, and more when feeding is hurried and mastication deficient; (2) with saliva, and hence more when for some reason this is excessive. In certain diseases also associated with pain, particularly when this pain is paroxysmal as in cardiac disorders, angina pectoris, and various types of colic, especially hepatic, the cessation of pain is often associated with copious eructations. The origin of the flatulence here is doubtful, but is most likely air swallowing. Another procedure that I find to be a decided improvement on the older methods is the combination of posterior apicolysis with first stage thoracoplasty, the anterior and axillary routes being avoided. I now regularly perform posterior apicolysis at the first session in thoracoplasty. I make the original incision downward and then around the acapula, which is finally mobilized. The operator can carefully strip away the apical parietal pleura, push the lung downward and effect the compression of any ordinary cavity in this region. Those with calcified walls will be referred to later.
Rather than use a wax, paraffin or other rigid filling for this extrapleural cavity, I much prefer a method, which I have several times described, namely, packing with crumpled rubber dam. One end of the rubber dam packing is led out at the lower angle of the wound, the rhomboid muscles are firmly sutured and the skin is closed over all except the drainage opening below. In from three to five days or longer, if the packing is well tolerated, the dam may be removed and replaced by a soft rubber tube of good size (about 30 French).
There will be discharge for some time, but gradualjy healing of the extrapleural cavity by granulation will occur and the walls will be drawn in permanently obliterating the cavity. There is no tendency for the lung to rise to its original place in the thorax. Should thoracoplasty of the lower part of the chest be necessary, this can be done at another time through an incision connedtingt with the mesia<l part of the first one.
In any operation for collapse or even compression of the whole or a part of a lung, signs of cardiac distress may appear because of dislocation of the mediastinum with its contained vital parts. Cyanosis, dyspnoea or other alarming symptoms should be the signal for removal of the packings or of the pressure from without. Relief will almost certainly follow.
The rubber dam packing will increase the volume of the extrapleural cavity in four days, from double to treble the size that was present at the end of the operation.
Transpleural operations not on the lung
The commonest transpleural operation not on the lung is of course the induction of artificial pneumothorax. This procedure is so well known that it is unnecessary to go into details. The value of this therapy has been greatly enhanced by the brilliant invention of the operating thoracoscope by Jacobseus, with its comparatively safe division of adhesions which would otherwise nullify the effects of the pneumothorax. The section of these adhesions by the electric cautery with its obscuring smoke and danger, of infection or haemorrhage when pulmonary tissue happens to form a part of the adhesion has been largely supplanted by operating with a coagulation current, which is smokeless and which will minify the hazard. Several new instruments of this type have been devised, but the one that has impressed me most is that of Dr. Louis R.. Davidson of New York. It requires but a single opening through the chest wall instead1 of two (one for observation and one for the cautery).
It has been stated that adhesions in the posterior part of the pleural space are difficult to reach, especially those which are wide and flat. I question that it is worth while to try to divide adhesions of this kind, and yet occasions may arise in which it may be justifiable. Occasionally a border-line case with a short history and small residual urine can be brought to a fit state for operation by drainage with an in-dwelling catheter for a week; but great care must be taken to avoid infecting: the urinary tract, and, on the whole, suprapubic drainage is preferable because of this danger.
The tongue remains a good guide; there is the dry, brown fur, and the raw-beef tongue with shedding of [Aug., 1934 epithelium, indicating considerable renal damage.
There is also a large flabby dyspeptic tongue which accompanies the symptoms of indigestion of early uraemia, and indicates a need for cystotomy. The blood pressure and the state of the arteries are helpful guides to the load on the heart imposed by prostatic obstruction, and must always be investigated. 
